—62-0075 )
MISSOURI DIVISION OF HEALTH — STANDARD 'CERTIFICATE OF DEATH —62—-038751
DEPARTMENT F P HE w E
=] uBLic ALTH AND ELFAR j_;/f /Oo 5@0 STATE FILE NUMBER
Registration District Ne. S rsmary R Jraho’n Digtrict No. /__2_ %, e Registrar’s No, ____...___
S aween | ——— — RIS NGV 51962
1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased Iived: If institution: Residence before
a. COUNTY a. STATE b. COUNTY admissi
VS 300 2 JACKSON MISSOURI JACKSON misston
Rev. 4/59 % b. c&v {If outsids corporste limifs, give TOWNSHIP only) Length of atay in 1b < col'Lv Tnside Limits
wl .
= TOWN KANSAS CITY 10 TOWN KANSA.S c ITY Yes & No []
1 < <. FULL NAME OF {If NOT in hospital, give location} Insidk Limits d. STREET {If cutside, give location} Reside on Form
—_— | E HOSPITAL OR ADDRESS
22uo gl IS INSTTUTION 11065 E 22nd St, Yo X N} 2923 Brooklyn Avs Yes O Mo
=1/
3 3. NAME OF DECEASED First Middle Last T 4. DATE Month Day Year
(Type or print) OF
p FRANK - YOUNG HOLLIKS DEATH 10 19 1982
g/ 5. SEX 6. COLOR CR RACE 7. Married yN.ver Married [J |8. DATE OF BIRTH 9. AGE {last birthday) | IF UNDER 1 YEAR | IF UNDER 24 HR
Widowed {J Divorced [] Months | Days Hours ‘ Min.
5 / male Negro B-29-1612 50 vyras
108. USUAL QCCUPATION [Give kind of wark done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
& %) during most of working life, even if retired} .
= carvantar construction Daliam Tax s A
7 I 9 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME . 14. NAME OF HUSBAND OR WIFE
- Iy
o] ) .
b unknown unknown Virgie Holllna
8 |, 75, WAS DECEASED EVER IN U5, ARMED FORCES? 16 SOCIAL SECURITY NG, |17, INFORMANT ) dress
— <« {Yes, no, ar unknown) | (If yes, give war or dates of servic . . ol .
97985 |u \ 2 Virgie Hollina 2923 Brooklyn Avae,
g = T:A %iUSE OF DEAEH (Entar only one cause per lina INTERVAL BETWEEN
10 E PART L. DEATH WAS CAUSED BY: ONSET AND DEATH
a & £ IMMEDIATE CAUSE (s}
ol =
1 glo 8
12 o 5 o Conditions, if any, DUE TO (b)
/ 3 w5 which gave rise to
212 sbove causa (a),
13 = 1= stating the under-
lying cause last. DUE TO (c)
% g PART (1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not releted to the terminal PART 14, ¥ d d  was ]
= disease condition glvun in PAR . there a pregnancy in last 90 dayl
E § /( ’_ I O Yes l 0 Ne I O Unknewn
g E CCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART [1 of itern 18.)
: 5 e 5
E 3 20c. TIME OF Hour Month, Day, Year
Z |z 2 INSURY  sum. ’ ‘
b4 g ; p.m.
Z -] 20d. {NJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION
E WHILE AT WORK [] farm, factory, strest, office bidg., stc.) R
5 NOT WHILE AT WORK O
[- - 4 a
[ = h .
S o _ul—: é E 21. | sftended the d d from, to and last saw [ olive on
M ; a ,'j Death occurred ot m on the date stated sbove, and to the beit of my knowledge, from the causes stated.
[T7] —
vow 3 & Bl | T7Za. SIGNATURE {Degree or 1itle} 22b, ADDRESS 22c. DATE SIGNED
- % g O ¥~ . 4 %
il I 2 =), LE/ f . TEz.
- < 23a. BURIAL, CREMAFFIV N, | 23b. DATE NAME OF CEMETER?' OR CREMATORY 23d. LOCATION (City, town, or county) [State)
[e] e * REMOVAL (Specify) - )
= o [ 10 26 1962 Hgﬁlgngl Cematery Ft. La-venw~rrth Hangas
E < 24. FUNERAL EIEEEIGR ADDRESS ™ 25. DATE RECD. BY LOCAL REG. 26. REGISTRAR'S SIGNATURE
i) >~ .
= 7 y . .
= @ C, K, Kerford Funeral Home %, C. Ma, /0 2b-b2 (et Z k. Loy

{Licensed Embalmer's Statement on Reverse Side) /‘\




)

STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No

working under my personal supervision. %/
Student Slgned%
::a,\

Signature of.Studen! Embalmer
Licensed Embatmer No.&

& =
P. O. Address %‘6%_«

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license),

if embalmed by a STUDENT, he also shall sign in his OWN handwriting.

if this body is not embalmed, fact should be so stated above.

<




